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Listening to Older Adults' Values and Preferences for Type 2 Diabetes Care: A Qualitative Study
Diabetes is one of the most significant and growing chronic health problems in the United States. 1 Roughly 27% of all adults ≥ 65 years of age have diabetes, with the vast majority having type 2 diabetes. 1 Despite the large numbers of older adults with diabetes, how to care for this group remains unclear because of the limited clinical trial data involving older adults [2] [3] [4] and the heterogeneity, both clinically and functionally, of the older population. [5] [6] [7] Diabetes ca re g u ideli nes 8 -10 acknowledge the complexities of treating older patients and formally recommend that their care be individualized. 11 Yet, two crucial understudied domains in the individualization of diabetes care include older patients' values and preferences. 12, 13 Values represent individuals' ideal diabetes care, or, in other words, what is most important to them in their diabetes care. Preferences represent individuals' choices or priorities derived from their values for care. Older adults may express a variety of values and preferences for care that strongly affect their treatment goals. For example, diabetes treatment may involve subjective tradeoffs between quality of life and disease progression, 12 and adults with similar clinical characteristics (e.g., age and diabetes duration) may differ in their willingness to accept treatment recommendations. Further, the demands of following a complex diabetes selfcare regimen may be complicated by discordance with older adults' values and preferences. 14, 15 Individuals' values have a considerable impact on motivation and, therefore, on individuals' willingness to carry out self-care behaviors. 16 Thus, exploring older adults' values and preferences for diabetes care is a fundamental step toward improving the understanding of self-care barriers and the provision of quality care and is highly aligned with the recent interest in shared decision-making. [17] [18] [19] The purpose of this qualitative study was to explore older adults' values and preferences regarding type 2 diabetes care.
Study Methods

Research design
We conducted focus groups with older adults diagnosed with type 2 diabetes to explore their values and preferences for diabetes care. Focus groups are a qualitative technique through which data are collected through a semi-structured group interview of approximately 5-12 individuals. 20 We used focus groups to gain insight into older adults' beliefs and attitudes about their personal values and preferences for diabetes care.
Individuals' values and preferences have a considerable impact on their motivation and, therefore, their willingness to follow treatment recommendations. This qualitative study aimed to describe older adults' values and preferences for type 2 diabetes care. Older adults valued an effective physician-patient treatment relationship and quality of life in their diabetes care. They preferred physicians who knew them as a person and were honest about their diabetes treatment and progression of the illness. When developing treatment plans, providers should assess the effect that treatment will likely have on older adults' health, while explicitly acknowledging their values and preferences for care as a prelude to better patient-centered care and potentially shared decision-making. 
Participant selection
We employed purposive sampling strategies 20 to recruit community-dwelling adults who were English-speaking, mentally alert, ≥ 60 years of age, and diagnosed with type 2 diabetes by a doctor at least 1 year before the study. Participants were excluded if they reported being diagnosed with Alzheimer's disease or other dementia, severe psychopathology (e.g., schizophrenia or bipolar disorder), or alcohol or drug abuse. Participants were recruited via the university diabetes database and through direct mailings and flyers in the community. We contacted potential participants via telephone to screen them for eligibility and collect data on their sociodemographic characteristics. The university's institutional review board approved the study. All participants provided written informed consent before participating and received compensation for their time.
Data collection
We devised a structured discussion guide (Table 1 ) and field-tested it for flow and clarity of the questions with a group of five participants. Once the discussion guide was finalized, we began data collection. Focus groups were conducted at community sites (recreational centers and churches) and university conference rooms. A trained moderator asked participants broad, open-ended questions about their personal values and preferences for diabetes care. Co-moderators observed focus groups and wrote field notes to capture key points (i.e., written accounts of what happened during focus groups) and observations (e.g., participant affect and behaviors) about the discussions. At the end of each focus group, moderators and comoderators met to share impressions and observations. All focus group discussions were audio-recorded and transcribed verbatim; participants' names and identifiers were removed to protect their confidentiality.
Data analysis
Data analysis in qualitative research is an iterative process, in which data collection and data analysis occur concurrently. For this study, the multidisciplinary research team, consisting of a gerontologist, a health psychologist, a graduate student, and two research assistants, analyzed data using standard qualitative techniques. 21 Specifically, we summarized the discussion after each focus group. We then performed content analysis by independently marking and categorizing key words, phrases, and texts to identify codes to describe the overarching themes. 22, 23 Transcripts were coded and then reviewed to resolve discrepancies through group consensus. This process continued until saturation was reached, that is, until no new codes emerged. After all transcripts were coded and reviewed, one member of the research team entered the coded transcripts in NVivo 8 software (QSR International, Victoria, Australia).
To support credibility (validity), we triangulated data sources and investigators. 24 Specifically, we converged multiple data sources, including focus group discussions, participant observation, and field notes to verify the consistency of our findings. 24, 25 Two experienced researchers outside the research team and two participants reviewed the findings to achieve researcher and participant corroboration. 26 To support dependability (reliability) of the data, we tracked the decision-making process using an audit trail, 24 a detailed description of the research steps conducted from the development of the project to the presentation of findings.
Study Results
We conducted five focus groups, each consisting of three to seven older adults. Twenty-five older adults with type 2 diabetes participated in the focus groups (71.3 ± 7.6 years of age, A1C 6.9 ± 0.8%, diabetes duration 13.3 ± 10.7 years, BMI 32.5 ± 6.7 kg/m 2 , 44.0% male, 100% nonHispanic white, 52.0% college degree or higher, 60.0% married, 84.0% retired; Table 2 ). Included with each of the quotations below are transcript identifiers indicating each source's identification number, sex (M/F), focus group number (FG), and age.
When asked about their values and preferences for diabetes care, some participants were unsure how to respond to the questions. Some said that their physician had never explicitly asked them about their values and preferences for diabetes care and, as a result, had not given serious thought to their values and preferences for care. A few others did not understand the difference between values 
I don't want to get a new doctor, but it's not easy to get to my doctor because he's an hour and a half away. And if I need a doctor in a hurry, it doesn't work. I can't drive. If I'm not feeling well and my husband isn't feeling well, there's no way I can get to the doctor." [#1F, FG1, age 68]
Older adults also expressed specific preferences for interpersonal interactions with their physicians that facilitated effective physician-patient treatment relationships. However, they did not discuss specific preferences for other members of the diabetes care team (e.g., nurse, dietitian, pharmacist, eye care specialist, behavioral health specialist, or podiatrist). Several older adults favored having a physician who knew them as a person:
" Interestingly, several participants discussed end-of-life decision-making preferences in three of the five focus groups. For them, diabetes care preferences that would allow them to maintain the quality of life they valued extended beyond immediate treatment decisions. These individuals said that it was their choice whether to continue with their treatments, and it was their choice whether to be resuscitated:
"I want to be allowed to die.
When it gets to a certain point, Nearly all of the older adults valued quality of life in their diabetes care. They desired a healthy life, but prioritized peace, comfort, and happiness in their later years; mobility and independence were two important determinants of quality of life. Preferences related to this value included using the least-invasive medications and medical devices available. In addition, several older adults discussed end-of-life care preferences. These adults felt it was their choice to refuse life-prolonging measures and to be allowed to die on their own terms.
Importantly, some of the older adults in the focus groups expressed uncertainty when asked about their values and preferences for diabetes care. Some said they had never been asked about this before, whereas others had not given much thought to the matter. In addition, a few used the terms values and preferences interchangeably, suggesting that older adults may not understand the terminology. Although the terms values and preferences are frequently stated in the literature, clinicians may be better off simply asking older adults what is most important to them in their diabetes care. Translating practice guidelines into more patient-centered language may engage older adults in ongoing discussions about what care is best for them and why. A patientcentered approach that is respectful of and responsive to individual values and preferences can foster collaboration in the physician-patient treatment relationship 27, 28 and help older adults feel confident that their treatment matches the values and preferences they deem important.
Limitations of this study include homogeneity of the study sample with regard to race/ethnicity and education, participant self-selection, and selfreported data. The all-white, highly educated sample is representative of the central Pennsylvania area in which data were collected. Cultural and social variations regarding values and preferences for diabetes care among varied ethno-cultural groups warrant further study.
Furthermore, the perspectives of providers (e.g., physicians, nurse practitioners, diabetes educators, and dietitians) on the role of values and preferences in diabetes care are not known and need to be evaluated. Also, studies exploring older adults' values and preferences regarding other members of the diabetes health care team are needed. Finally, the findings from this study are exploratory and should be considered hypotheses. Longitudinal research with a larger, more heterogeneous sample should examine older adults' treatment values and preferences and their impact on self-care and glycemic control. Based on these findings, we developed a quantitative survey to examine associations among older adults' values and preferences for diabetes care, psychosocial factors, health outcomes, and glycemic control. Future research should also examine external influences (e.g., health care providers, significant others, culture, and religion) on older adults' values and preferences for diabetes care. 
Clinical implications
This qualitative study is a first step in gaining a better understanding of older adults' values and preferences for their type 2 diabetes care. Health care providers may not always discuss values and preferences with their patients; however, our findings provide reason for providers to consider these issues.
Inquiring about older adults' values and preferences for care is all the more important considering that the Affordable Care Act encourages shared decision-making in health care. In shared decision-making, providers and patients share health-specific information. [17] [18] [19] Providers present treatment options and describe their risks and benefits. Then patients express their values and preferences for care to ensure that their medical care is aligned with their rights, needs, and wishes.
When developing treatment prescriptions and recommendations, providers should assess the impact treatment will likely have on older adults' health while explicitly acknowledging these patients' values and preferences for care. 12, 13, 29, 30 Providers should also consider the clinical and functional characteristics of older adults [5] [6] [7] when addressing values and preferences for care, given that comorbidity may be an important factor in the expression of older adults' values and preferences. Recognition of older adults' values and preferences for care is crucial to improving shared decision-making and quality care in diabetes.
